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A recertification survey was conducled fram
March 2, 2015, through March 4, 2015, at Hillview
Health Center. No deficlencies were cited under
42 CFR PART 483, Requirements for Long Term
Care Faclllties,
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¢ deflclency stathmend anding with an aslerisk (*) denates a deficlangy which the Institution may be excused from cormecting providing It 18 determined that
er safoguards provitlE sufficlant protestian to the pallents. (See inslructions.) Excent for nurslng homes, the findIngs stated above ara disclasabla 90 days
awing the date of survey whether or not a plan of correclion |8 previded. For nuriing homes, lha above findings and plans of ¢corraction are disclogable 14
s folloawing the date these dacuments are mada avallable fo the facllity. If deficlencles are cited, an approved plan of corection Is requlsiia to continued
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